Primary dissecting aneurysm of a coronary artery is a rare form of acute coronary arterial obstruction.
which we have been able to find in the literature in English.
Report of Cases Case 1
A 42-year-old white woman had been in good health until the day of her death. There had been no history of cardiovascular disease and she had been taking no medication. The patient experienced the acute onset of severe pain in the chest and left arm shortly after preparing breakfast at home and died before arrival of an ambulance.
At autopsy, pertinent findings were limited to the heart. The heart weighed 275 g and showed no gross evidence of myocardial or valvular disease. The coronary arteries showed only very minimal atherosclerosis. The anterior descending coronary artery, beginning 4 cm from its origin and extending to the apex of the heart, was surrounded by a hematoma. The latter measured about 7 mm in diameter. Cross sections of the artery showed the lumen narrowed to the point of occlusion by the hematoma. No A 32-year-old white woman developed substernal pain that extended to the left shoulder and arm 6 days after uneventful delivery of a full-term infant. An electrocardiogram revealed the possibility of right atrial hypertrophy but was otherwise unremarkable. The patient's condition stabilized, and she was discharged 2 days later. Twelve days following discharge from the hospital, she was found dead at home.
At autopsy, the abnormal findings were limited to the heart. The heart weighed 300 g. The anterior descending coronary artery and its branches were extremely tortuous and protruded some distance above the surface of the heart. Overlying this artery, the epicardium was hemorrhagic, containing multiple ecchymoses and petechial hemorrhages. The myocardium revealed signs of a recent anterolateral myocardial infarct that also involved the anterior half of the ventricular septum. The myocardium was softened in this area and contained large areas of interstitial hemorrhage that measured up to 2 cm in diameter. The right and circumflex coronary arteries revealed focal areas of mild degrees of atherosclerosis but no ulceration or hemorrhage. Grossly, the aorta was normal.
Histologic examination of the anterior descending coronary artery revealed extensive hemorrhage within the media extending the entire length of the vessel. The lumen was distorted and narrowed by the hematoma ( fig. 2a and fig. 2c and d) .
The media of the main left coronary artery showed numerous small cystic spaces and swelling of the ground substance with fragmentation of the elastic fibrils compatible with idiopathic cystic medial necrosis ( fig. 3a) The arterial lesion appeared considerably older than the clinical history, as the hematoma was organized.
The etiology of primary dissecting aneurysm of a coronary artery is difficult or impossible to identify according to current data. Hypertension does not seem to be a factor, as this condition was usually absent or might be so assumed from the descriptions of the cases. Two other conditions come up for consideration, namely, cystic medial necrosis of the coronary arteries and localized coronary arteritis. Three cases, those of Boschetti and Levine3 and of Ashley,11 as well as our case 2, showed this change. In the one case of arachnodactyly (Marfan's syndrome) in this series (the case of McKeown7 involving a 21-year-old man), however, this lesion was not specifically described. The media was described as showing some degeneration with loss of muscle fibers and replacement fibrosis.
Inflammatory lesions of arteries are frequently described, usually in the form of periarterial leukocytic infiltration. Such a change may simply be a response to the intramural hematoma, rather than an underlying condition.
Acute necrotizing changes of the media of the involved coronary artery were observed in only two do not accept this as an explanation in view of the experience with our case 1. In this case, 150 serial sections were prepared of the zone with intramural hemorrhage, while an internal tear was found in only one of the sections ( fig.  lb) . This experience indicates that, unless meticulous care is taken, an internal tear may be overlooked as a source of primary dissecting aneurysm of a coronary artery. In our case 2, a scar was present in the media of the involved coronary artery. This lesion may have represented a zone of necrosis through which rupture could have occurred. The site of this lesion, however, does not correspond with the hematoma, suggesting that other necrotizing lesions could have been present allowing an internal tear. Since serial sections had not been done, one is left with conjecture.
From the therapeutic point of view, primary dissecting aneurysm of a coronary artery is a monumental challenge. In the majority of cases, the sudden unexpected death leaves the clinician without any potential. It will be recalled, however, that in six of the 24 cases reviewed (25%), the patient's course was less precipitous. Yet death occurred from hours to 2 weeks after the onset of signs of acute myocardial ischemia.
The fact supports an attitude of urgency in diagnosis and treatment if a catastrophy is to be avoided. In this condition, the potential exists for emergency surgical bypass of the stenotic zone in the involved coronary artery. Application of such a procedure in this condition, in contrast to attempting it in the usual case of acute myocardial infarction, may be stimulated by the three cardinal features of primary dissecting aneurysm of a coronary artery which are (1) relative youth of patient, (2) frequent occurrence in the female, and (3) frequent presence of the postpartum state.
